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ABSTRACT

RELATIONS AMONGST POWER, SELF-HEALTH PATTERNING, AND QUALITY OF
LIFE IN OLDER ADULTS WITH CHRONIC ILLNESS

by
Philip J. Gimber
Advisor: Martha Whetsell

The aim of this study was to examine the relationships between power, self-health
patterning, and quality of life in older adults with chronic illness using Rogers’ science of unitary
human beings and Barrett’s theory of power. A cross-sectional, correlational design was used to
examine the variables in a sample of approximately 100 older adults with chronic illness. This study

revealed that power, self-health patterning, and quality of life are related to one another and that
both power and self-health patterning are associated with enhanced quality of life.
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Relations amongst Power, Self-Health Patterning and Quality of Life in Older Adults with
Chronic Illness
Chapter One
As of 2012, 80 percent of all older adults in the United States live with at least one
chronic illness (Ward, Schiller, & Goodman, 2014). Persons with chronic illness often encounter
health challenges and quality of life (QOL) issues. With the high incidence of older adults
experiencing chronic illness, it is essential to better understand factors associated with QOL in
this population. In studies on QOL, researchers have found that people who participate in health
promoting activities sometimes experience a positive transformation related to QOL (Loh,
Packer, Chinna, & Quek, 2013; Smith, Cho, Salazar, & Ory, 2012). However, older adults do
not always experience the same transformation as younger people when engaging in similar
health promoting activities (Chodosh et al., 2005; Welch et al., 2014) and experience a lower
QOL (Grady et al., 2014; Huss et al., 2001; Newman, Steed, & Mulligan, 2004; Ory et al., 2014;
Zahran, Person, Bailey, & Moorman, 2012). The variation in findings between younger and
older adults presents a gap in the literature. More research is needed to examine factors
associated with QOL among older adults with chronic illness.
One such factor to consider is power. Barrett (2010, 2015) defines the concept of power
as knowing participation in change, and emphasizes awareness, involvement in creating change,
freedom and intention when making a choice. Engaging in health promotion necessitates the
person to participate in change. Researchers studying the variable of power have shown that
power is significantly and positively associated with QOL among individuals living with chronic
illnesses, such as heart disease and surviving breast cancer (Ackerman, 2006; Farren, 2010). In
a qualitative study, physician researchers Baptist and colleagues (2010) found that older adults
with chronic illness sought specific domains that influence health-promoting activities. These

domains included a desire for independence, greater available choices, and a desire for
participation in education. Though Baptist and his team did not utilize a nursing paradigm, these
domains are directly related to the dimensions of power described in Barrett’s Power Theory:
awareness, choices, freedom to act intentionally, and involvement in creating change (Barrett,
1983, 2010). The findings of Baptist (2010) and Stiffler and colleagues (2014) suggest that
patients are seeking power as knowing participation in change to positively transform their QOL
and that power is an important variable to consider when studying older adults with chronic
illness.
The dimensions of power have emerged in other studies around the chronic illness of
diabetes (Stiffler, Cullen, & Luna, 2014). Researchers have suggested that older adults with
chronic illnesses seek engagement in the processes that are designed to enhance their QOL,
suggesting a comparison to concepts such as self-management and self-care for health promotion
(Lorig & Holman, 2003; Udlis, 2011). Self-management and self-care have been studied
extensively in older adults (Lorig, Ritter, Ory & Whitelaw, 2013; Nolte & Osborne, 2013) and
researchers repeatedly recommend future research that examines these concepts in a less linear
and less adherence-based perspective (Lorig & Holman, 2003; Udlis, 2011; Welch et al., 2014).
One nursing perspective that focuses on wholeness and the uniqueness of people is
Rogers’ Science of Unitary Human Beings (SUHB) which provides the theoretical rationale in
this study (Rogers, 1970, 1992). Consistent with the SUHB perspective, a concept analysis of
self-health patterning was conducted using Walker and Avant’s approach and “self-health
patterning” was reconceptualized as a way people participate in a dynamic mutual process
toward health and wellness (Gimber 2015). The concept of self-health patterning embraces the
unitary nature of human beings and reflects personal engagement in patterning their environment
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for well-being. This is a different perspective than self-management and addresses concerns such
as linear adherence-based views that are often found in the literature (Alligood & Fawcett, 2004;
Ditewig, Blok, Havers, & van Veenendaal, 2010; Larkin, 2007; Udlis, 2011).
Research supports the investigation of self-health patterning among older adults with
chronic illness. For example, studies that demonstrated a benefit to the person and focused on
the particular needs of older adults with chronic illness went beyond generalized activities alone.
These same studies required more varied and individualized approaches, such as increasing the
frequency and duration of educational sessions, peer led sessions, individualized medication
regimes, and utilized strategies that are varied and patient-centered (Barua & O’Mahony, 2005;
Beverly et al, 2013; Gerber et al, 2011; Lorig et al., 2013; McDonald, Simpson, Higgins, &
Gibson, 2011; Press et al., 2012; Stein, 2014). Additionally, Minet & colleagues (2011) suggest
that in the chronic illness diabetes, activities should be less about adherence and more about a
process. Self-health patterning embraces the needs and preferences of older adults as it is a
person-centered, individualized, and non-hierarchical concept guided by Rogers’ Science.
Several studies suggest relations amongst QOL, power, and self-health patterning. For
example, Kim and colleagues (2008) found that well-being can be amplified by enhancing a
person’s power. Additionally, the variables of power and well-being, along with self-care
practices, which is a related concept to self-health patterning, has been significantly and
positively correlated in a study of women in late pregnancy (Reis & Alligood, 2014). In addition
to self-care practices, the concept of self-defined health promoting goals is related to self-health
patterning. Self-defined health promoting goals were conceptualized by Matas (1997) and
developed in line with Rogers’ theory (Larkin, 2007). While the variables of power and selfhealth patterning have not been studied together in older adults with chronic illness, the SUHB
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(along with Barrett’s theory of power) suggest that these factors can be related to QOL and
warrant further study.
Problem Statement
Older adults with one or more chronic illnesses are encouraged to make changes toward
health in their daily lives to support their QOL (Buck, et al., 2012; Edelman, Mandle, &
Kudzma, 2013). The literature demonstrates that current approaches that rely on a linear and
adherence-based perspective may not be providing the help older adults need or prefer (Chodosh
et al., 2005; Lorig & Holman, 2003; Newman et al., 2004; Ory et al., 2014; Udlis, 2011; Welch
et al., 2014). Meanwhile, researchers suggest that a new view is needed (Lorig & Holman, 2003,
Ory et al., 2014). Power, self-health patterning, and QOL are concepts consistent with a
paradigmatic view of people as unique and unitary human beings. People inherently have power
and older adults may wish to access their power to pattern the environment for their own health
(Reis & Alligood, 2004).
Definition of Terms
Chronic illness. A pattern manifestation of consistent and recurring health problems
(Goodman, Posner, Huang, Parekh, & Koh, 2013; Ward et al., 2014). This will be
measured by self-report on the study demographic data form (DDF) (see Appendix B).
Older adult. An individual who is 65 years of age and older (Administration on Aging,
2012). This will be measured by self-report on the DDF.
Power. “The capacity to participate knowingly in change” (Barrett, 2015, p. 497). This
will be measured using the power as knowing participation in change tool (PKPCT
Version II) (see Appendix C) (Barrett 1984, 1987, 1988, 2010).
4

Quality of life. "A person's sense of well-being that stems from satisfaction or
dissatisfaction with the areas of life that are important to him/her" (Ferrans, 1990, p.15).
QOL will be measured using Ferrans’ Quality of Life Index Generic Version- III (QLIGV) (see Appendix E) (Ferrans & Powers, 1985 & 1998).
Self-health patterning. For the purpose of this study, “self-health patterning” is defined
as a dynamic process in which people are engaged in visible changes in their day-to-day
lives toward promoting their own health and well-being (Gimber, 2015). This conceptual
definition was developed by the researcher through a concept analysis based on the
literature (Alligood & Fawcett, 2004; Barrett, 1998; Stein, 2014; Rogers, 1992). Selfhealth patterning will be measured using a visual analog scale prepared by the researcher
(Cline, Herman, Shaw, & Morton, 1992; Gift, 1989), entitled the Self-Health Patterning
Visual Analog Scale (SHP-VAS) (see Appendix D).
Eligibility Criteria
As the study explores older adults with chronic illness, only adults 65 years and older,
who reside in a community setting, and who self-report being diagnosed with one or more
chronic illnesses will be included in this study (Ward et al., 2014). Since the PKPCT II requires
a high school education and an ability to read and write in English, only those with a high school
diploma (or the equivalent) who read and write English will be eligible. In terms of exclusion
criteria, participants with acute or major debilitating illness, such as one that required
hospitalization within the last month, major depression or severe mental illness, will be excluded
as their experiences with QOL may be different (Bellia et al., 2007; Dzurec, Hoover, & Fields,
2002).
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Theoretical Rationale
Rogers’ science of unitary human beings (SUHB) provides a foundation for examining
pattern manifestations, such as power, self-health patterning, and QOL (1970; 1992). The SUHB
provides a theoretical perspective that focuses on human beings and pattern manifestations rather
than on a pathological view of causes and effects (Rogers, 1970; 1992). Rogers identified four
fundamental postulates and the Principles of Homeodynamics. The four postulates are energy
fields, pattern, openness, and pandimensionality (Rogers, 1992, p.29). Human beings are energy
fields that are integral with the environmental field. Energy fields include both the living and
non-living and are considered infinite, pandimensional, and in continuous motion. Pattern is the
distinguishing characteristic of the energy field. Rogers asserted that pattern is not directly
observable but described field patterning manifestations as observable events. Energy fields are
continuously open and integral with one another, creating an infinite number of potentials
(Rogers, 1992). In the SUHB view, cause and effect is essentially an illusion; instead, the
processes between human beings and their environment are mutual and can be assisted but not
controlled (Todaro-Franceschi, 2007).
The postulate of pandimensionality conveys the unitary whole and is defined as a “nonlinear domain without spatial or temporal attributes” (Rogers, 1992, p.29). Reed (1997)
expanded on pandimensionality where she noted that “human beings are capable of an awareness
that extends beyond physical and temporal dimensions in rather ordinary ways” (p. 192). Human
beings have unique differences in pandimensional awareness; these same differences help us
understand the numerous ways that people experience phenomena. (Phillips, 2015).
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In addition to the four postulates, Rogers’ proposed three principles of homeodynamics,
which describe the process, nature, and context of change (Rogers, 1992; Malinski, 2009). They
include the principles of resonancy, helicy, and integrality. These three principles focus on
understanding the way field patterns change. “Resonancy” refers to change happening from
lower to higher frequency wave patterns in energy fields. Resonancy is intended to represent
non-linear change: frequencies differ and oscillate that manifest as changes in pattern (Malinski,
2006). The principle of resonancy is manifested in the multitude of factors that create unique
fluctuations in individuals, such as variations among QOL, and necessitate a view that
encompasses each person’s unique life experience. The principle of “helicy” states that field
patterns are continuous, innovative, unpredictable, and increase in diversity. This principle
specifies change that is “changing pattern diversity” (Phillips, 2010). The principle of helicy can
be used to represent the diversity of people and demonstrates how a standard prescribed regime
(e.g., self-management strategy) can be undesirable and a person-centered approach is needed
that recognizes that people have a “diversity of field.” “Integrality” is defined as the
“continuous mutual human field and environmental field process” (Rogers, 1990, p. 8; Rogers,
1992). Integrality denotes the inseparable nature of the human and environmental energy fields.
Rogers stated that a science has many theories; one such theory that emerged from the Science of
Unitary Human Beings is Barret’s theory of Power as Knowing Participation in Change, which
provides the rationale for the study.
Barrett’s theory of power is based upon Roger’s assertion that individuals can knowingly
participate in change (Barrett, 1983, 1986, 2010; Barrett & Caroselli, 1998; Rogers, 1970).
(Barrett, 1983, 1986, 2010). The postulates and homeodynamic principles of the SUHB provide
a basis for Barrett’s theory, which classifies power as a way that human beings can participate in
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patterning their capacity toward well-being (Barrett, 2010). Within this framework, power, selfhealth patterning, and QOL are pattern manifestations of human beings. Older adults with
chronic illness knowingly participate in choices about self-health patterning, thus actualizing
potentials related to their unique QOL.
As Barrett’s theory is centered on participating in change in a knowing manner, she
found that power consists of four dimensions that are integral and unitary in nature. These
dimensions include awareness, choices, freedom to act intentionally, and involvement in creating
change. These dimensions are not ordered in importance and are inseparable (Barrett, 1986,
1992). This unitary view of different dimensions provides a basis for examining the variables of
power, self-health patterning, and QOL in older adults with chronic illness.
Though there are no studies that examined a possible link among the variables of QOL,
power, and self-health patterning in older adults with chronic illness, the literature suggests that a
multidimensional person-centered approach is necessary (Bond, 2004; Gibson, McDonald, &
Marks, 2010; Glass, Moss & Ogle, 2012). This approach is consistent with the SUHB
perspective that people are at the center of the purpose of nursing. The need for a
multidimensional, person-centered approach within the SUHB can be most simply explained by
the idea that each individual has a unique pandimensional awareness that accounts for variations
in their interpretation and experience with phenomena (Phillips, 2015). Consistent with Rogers
unitary view, Ferrans’ (1996) model of QOL is based on the premise that human beings are
whole and distinctive. The model was developed recognizing that QOL depends on each
person’s unique life experience. Ferrans defines QOL in terms of satisfaction with aspects that
are important to the person. Overall, Rogers SUHB, Barrett’s theory of power as knowing
participation in change and Ferrans model of QOL suggest linkages and provide a theoretical
8

foundation for the proposed study (see appendix A). Based on the theoretical rationale of Rogers
Science (1970, 1992), Barrett’s Power Theory (2010), and Ferrans Conceptual Model of Quality
of Life (1996), with their person-centered and unitary focus, all combined suggest the need to
further explore the relations between QOL, power, and self-health patterning.
Research Questions
Based on the theoretical rationale for the study, the following research questions are posed:
1: What are the relations amongst power, self-health patterning, and quality of life in
older adults with chronic illness?
2. Do power and self-health patterning contribute to an explanation of the variance of
quality of life in older adults with chronic illness?
3. In older adults with chronic illness, does power and self-health patterning together
contribute to the explanation of quality of life?
4. In older adults with chronic illness, does power change the relation between self-health
patterning and quality of life?
5. In older adults with chronic illness, does self-health patterning change the relation
between power and quality of life?
Need for the Study
Older adults particularly have expressed dissatisfaction with management-based
approaches and express a need for individualized care (Baptist, 2010). Using Rogers’ SUHB as
a theoretical frame for this study facilitates health promotion toward the whole person versus a
management (i.e., “assembly-line”) approach that is not individualized nor unitary (Allen,
Wainwright, & Hutchinson, 2011; Lorig & Holman, 2003). As current approaches to chronic
9

illness management are often inadequate from the viewpoint of the person, utilizing the concept
of self-health patterning may encourage a paradigmatic shift. This shift would move from the
health care provider model of adherence and patient compliance to a model of mutual process
(Udlis, 2011; Welch et al., 2014). Additionally, examining QOL from a SUHB perspective may
provide insights to better prepare nurses for engaging older adults with chronic illness for the
purposes of enhancing well-being.
Chronic illness prevalence has increased significantly since 2001 with 80% of older
adults experiencing a chronic illness (Ward et al., 2014). The number of older adults is expected
to double by 2030, putting the number of adults over 65 years of age at 71 million (CDC, 2011).
Since chronic illness is associated with poor health, disability, and increased health care
expenditures, this expected increase in older adults with a high prevalence of chronic illness
warrants attention (Bauer, Briss, Goodman, & Bowman, 2014; CDC, 2011; Prince et al., 2015 ).
The study of concepts of power, self-health patterning, and QOL in older adults with
chronic illness could provide nurses with knowledge to better inform their practice. Rogers
indicated that research that provides new understanding of human beings and the world in which
they live is vital to nursing science (Rogers, 1970). To advance nursing science, the frameworks
and theories should be nursing specific (Barrett, 2017). Gaining a better understanding of older
adults with chronic illness by examining conceptual relations provides ongoing theory
development for nursing science (Barrett, 2017).
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CHAPTER II
Review of the Literature
The aim of this study is to examine the relations amongst QOL, self-health patterning,
and power amongst older adults with chronic illness using a descriptive, correlational design.
This chapter will include a review of each of the variables in relation to the population of interest
from a Science of Unitary Humans Beings (SUHB) perspective.
Quality of Life
Discussion of QOL as a scientific concept surfaced in the late 1960s, where it made its
appearance in the International Encyclopedia of Social Sciences in 1968 (Bond, 2004). Early
attention to QOL in research can be found in social science, psychology, and healthcare and was
later expanded to other fields, such as anthropology and political science (Fernández-Ballesteros,
2011). This wide-ranging history led to a somewhat blurred view of what QOL is and how to
define it (Condon, 2012). For example, there are other terms and phrases used interchangeably,
such as “well-being” and “satisfaction with life” (Andrews, 1974; Felce & Perry, 1995; Hills,
1998; Ranzijn & Luszcz, 2000), as well as multiple definitions of QOL (Farquhar, 1995;
Meeberg, 1993).
Some examples of the definitions include the following: “conditions of life or as
experiences of life” (Oppong & Ironside, 1987); “patients appraisal of and satisfaction with their
current level of functioning as compared to what they perceive to be possible or ideal” (Cella &
Tulsky, 1990); “extent to which pleasure and satisfaction characterize human existence”
(Andrews, 1974); and “abstract and complex term representing individual responses to the
physical, mental and social factors which contribute to “normal” daily living” (Holmes &
Dickerson, 1987). Though the many definitions of QOL vary, the theme of the person or
11

individual being at the center of the concept is apparent and important when considering QOL
(Ferrans, 2010; Register & Herman, 2006). This person-centered theme is in line with Rogers’
SUHB, which encompasses a theoretical perspective that focuses on human beings and pattern
manifestations.
As a person experiences betterment in QOL and pattern manifestations change to a higher
frequency, this change resonates through their entire human-environmental field. Rogers’
postulate of “pandimensionality” supports this (far reaching resonance) change that crosses
dimensions and has no boundaries. The notion that QOL is pandimensional is also supported by
multiple researchers. Non-Rogerian researchers have found that QOL is described as a
multidimensional concept with no clear or fixed boundaries (Bond, 2004; Bracke, 2001; Chung,
Moser, Lennie, & Frazier, 2013; Whitbourne & Whitbourne, 2010).
Quality of life among older adults with chronic illness.
Examining QOL as a multidimensional concept among older adults with chronic illness is
important (Halvorsrud & Kalfoss 2007; Register & Herman, 2006). For example, in an
integrative review that examined studies of QOL and influencing factors among older adults, the
researchers found that a variety of needs often exceeded the singular need for physiological
health (Sullivan & Asselin, 2013). In contrast, studies of younger adults have shown that
physiological health is most important to their QOL (Browne et al., 1994; Griva et al., 2014;
Moser et al., 2013). Rogers’ theory of accelerating evolution proposes aging is accompanied by a
greater diversity of pattern; the literature supports the need for addressing the complex needs of
the older adult (Butcher 2003; Halvorsrud & Kalfoss 2007; Register & Herman, 2006; Sullivan
& Asselin, 2013).
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Many QOL researchers have not taken into account the diversity of pattern and
complexities of the aging person, which is reflective of a particulate view of QOL. In fact, when
a particulate view is used, researchers found that increasing age and chronic illness results in a
decline of QOL (Brown et al., 2004; Michelson, Bolund, & Brandberg, 2000; Strine, Chapman,
Balluz, Moriarty & Mokdad, 2008). For example, in a large (n = 13,483) study of health-related
quality of life (HRQOL), in which 25% of the sample was over the age of 65, researchers found
that those with chronic illness generally had a lower QOL than those without (CDC, 2007; Strine
et al., 2008). In another large study (n = 4,032) that examined adults over the age of 50 (mean
age = 65) that focused on the health domain of QOL, the researchers found that as a person ages
and develops chronic disease, they experience a lower QOL (Brown et al., 2004). The results of
these studies of older adults with chronic illness present a causal view of aging and illness
resulting in a decreased QOL.
Two large studies (Strine et al., 2008; Brown et al., 2004) from a particulate view yielded
findings that are in contrast to other studies that take a broader view of QOL amongst people
with various chronic illnesses (Sarvimäki & Stenbock‐Hult, 2000; Shamaskin et al., 2012). A
case in point is one large study (n = 4,628) that examined QOL among people with various
chronic illnesses, with a mix of ages ranging from 16 to 105 years old (M = 44.5 years; SD =
14.4), where researchers reported that physical QOL tended to decrease as the person ages
(Skevington & McCrate, 2012). However, physical QOL was only one domain considered. In
this same study, when general QOL was measured, the researchers found that QOL for older
adults was generally good and, interestingly, older adults experienced an increase in QOL after
80 years of age comparable to the QOL of those in their 20s. The measurement tool used in this
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study (WHOQOL-BREF) was a holistic, person-centered tool, whereas the first two studies
(Strine et al., 2008; Brown et al., 2004) focused primarily on the health domain of QOL.
The findings of studies that use a particulate view of QOL are in direct contrast to studies
that examine QOL from a holistic perspective. Studies utilizing a holistic and person-centered
view of QOL suggest that chronic illness and aging are not the sole determining factors of QOL.
Rogers’ (1970, 1992) work suggests that examining a person as a unitary whole is needed to
better learn about their pattern manifestations as a unitary (holistic) human being (Phillips,
2016).
Studies have shown older adults can experience a heightened QOL as compared to
younger adults (Browne et al., 1994; Sarvimäki & Stenbock‐Hult, 2000; Shamaskin et al., 2012).
Shamaskin and colleagues (2012) demonstrated that in patients who underwent heart transplants,
QOL was heightened (F2,309.06 = 11.07, p < 0.001) in older adults (n = 165) who were at least
five years post heart transplant, as compared to younger adults (n = 90) and middle-aged adults
(n = 300). Similarly in a qualitative study, Sarvimäki & Stenbock‐Hult (2000) found that 80% of
the sample (n = 300) of older adults aged 75 and over were satisfied with their QOL despite the
fact that 88% of the participants had one chronic illness and 50% had two or more chronic
illnesses. The results of these studies show that older adults with chronic illnesses can
experience a positive QOL, which supports the notion that QOL is not necessarily a summative
experience of illnesses and disease. Though each study used different instruments to measure
QOL, each study followed a holistic, person-centered view of QOL and did not focus solely on a
limited scope of QOL, such as a physiologic health or HrQOL.
As Rogers’ science and research suggests, people are more than their illnesses or physical
body. A unitary perspective is required to more effectively study QOL in older adults with
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chronic illness (Butcher 2003; Chung et al., 2013; Sullivan & Asselin, 2013; Whitbourne &
Whitbourne, 2010). One such model is Ferrans’ conceptual model of QOL, which considers the
persons’ “whole and unique being” and demonstrates consistency with Rogers’ Science (Ferrans,
1996). Ferrans based her model on an individualistic ideology that focused on the unique
experience of each person. To develop the model and instruments, she utilized a robust method
with both qualitative and quantitative data, as well as a focus on what the individual valued as
important (Ferrans & Powers, 1985; Ferrans, 1996). The original instrument (Ferrans & Powers,
1985) was developed using focus groups of healthy persons and a review of the literature. The
Quality of Life Index (QLI) measures four separate domains (i.e., health and functioning,
psychological/spiritual, socioeconomic, and family), while also providing a total score of QOL.
Using factor analysis, Ferrans found that each of these domains are integral. The QLI instrument
was developed considering individuals unique experiences and not a priori from a sole
researcher’s perspective. As the domains are integral, it suggests the instrument provides a view
of QOL encompassing the whole and demonstrates consistency with Rogers’ Science (Ferrans &
Powers, 1985, 1992). Ferrans used what was learned from the participants, the literature, and the
original instrument to develop a model of quality of life (1992).
Ferrans (1992) model of quality of life has been used in studies of older adults and
persons with chronic illness (Ozer & Efe, 2006; Sammarco, 2003; Scott, Setter-Kline, & Britton,
2004). In a systematic review of QOL instruments, Ferrans Quality of Life Index was found to
be well suited to older adults (Makai, Brouwer, Koopmanschap, Stolk & Nieboer, 2014). In
particular, Ferrans QLI has been used successfully in several populations of older adults,
including those surviving a stroke, living with a heart transplant, and surviving breast cancer
(Farren, 2010; Kim, Warren, Madill, & Hadley, 1999; Shamaskin et al., 2012). Ferrans model of
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quality of life was the choice of several researchers examining Rogerian based concepts and
QOL (Farren, 2010; Mellors, Riley, & Erlen, 1997).
Quality of life and Rogers Science.
QOL has been associated with both life satisfaction and well-being (Kim, Park, Kim,
2008; Morris, 1991; Reis & Alligood, 2014). Although Rogers did not explicitly address QOL in
her works, researchers have examined life-satisfaction, well-being, and QOL from a Rogerian
perspective (Farren, 2010; Mellors, Riley, & Erlen, 1997). Rizzo (1990) examined life
satisfaction in older adults (n = 84) using the Cantril Ladder (Cantril, 1965) and found life
satisfaction is positively correlated to power in individuals 65 years and older (r = .84, p = <
.001). The association of power—a Rogerian based concept—to life satisfaction has also been
demonstrated in QOL and well-being in populations including older adults (Rizzo, 1990).
Researchers have studied well-being in a variety of samples that included older adults
(Guledner, 2005, Kim, Park, Kim, 2008; Morris, 1991; Reis & Alligood 2014). Morris (1991)
conducted a mixed method study exploring well-being using a Cantril, self-anchoring ladder
(Cantril, 1965) in two groups of older adults: one residing in the community (n = 31) and the
other group residing in nursing homes (n = 30). The findings indicated positive significant
relations between well-being and the four dimensions of power (awareness, r = .37, p= .001;
choices r = .40, p = .001; freedom to act intentionally, r = .40, p = .00; involvement in creating
change, r = .33, p = .005).
Like Morris, Hindman (1993) examined well-being in community dwelling older adults
(n = 40) and nursing home residents (n = 40) using an early version of Gueldner’s (2005) wellbeing picture scale. Hindman was particularly interested in humor and well-being. The findings
demonstrated a high positive correlation (r = .5148, p = .001) between humor and well-being,
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with a higher mean well-being score for the community dwelling older adults (t = 3.46, p =
.001). Researchers have used the well-being picture scale to examine well-being in younger and
middle-aged adults as well (Kim et al.; Reis & Alligood, 2014). For example, Reis & Alligood
(2014) found that those who participated in a yoga class experienced a significant increase in
mean scores of power (t (20) = 3.15, p = .005) and well-being (t (20) = 2.57), p=.018) together in
their study of pregnant woman (n = 21) (age range, 22-38). Kim and colleagues (2008) studied
Korean adults (n = 881) (age range 18-80, mean age, 31.5) and found a significant correlation
between well-being and power (r = .52, p < .001).
Well-being has often been used interchangeably with QOL (Andrews, 1974; Felce &
Perry, 1995; Hills, 1998; Ranzijn & Luszcz, 2000). Rogers considered well-being an important
pattern manifestation and a phenomenon of interest for nurses when she asserted that, “the
purpose of nursing is to promote health and well-being for all persons wherever they are” (1994,
p 258). Likewise, QOL is viewed as a pattern manifestation by Rogerian scholars and researchers
(Farren, 2010; Phillips, 1995). QOL was chosen in this study as it is frequently referred to in the
literature on older adults (Duggleby et al., 2012; Loh et al., 2013), as well those with chronic
illnesses (Udlis, 2011); QOL is viewed as a unitary pattern manifestation.
Studies examining QOL include samples of people with chronic illnesses and mixed age
samples; however, only two studies were theoretically based in Rogers science, while one other
examined QOL and a Rogerian-based concept (Ackerman, 2006; Farren, 2010; Mellors et al.,
1997). Mellors and colleagues (1997) studied QOL in adults with HIV (mean age – 37.8, range
25 - 53) in relation to self-transcendence. Although the theoretical rationale for the study was not
based in Rogers’ Science, the researchers did examine QOL in relation to a Rogerian-based
concept—self-transcendence—in a small sample (n = 46). The instrument to measure QOL was
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the quality of life index (QLI) (Ferrans & Powers, 1992). Mellors et al. (1997) found a
statistically significant correlation (r = 0.46, p. < .01) between QOL and Reed’s
conceptualization of self-transcendence in persons living with HIV. Using a Rogerian
perspective, Ackerman (2006) examined QOL using the Ferrans & Powers QLI cardiac version –
IV (Deshotels, Planchock, Dech & Prevost, 1995; Ferrans, 1996) in people with heart disease (n
= 102). The mean age of the sample was 61.2 years of age with 56% aged 61 years or older.
The findings indicated that QOL was statistically associated to power (men, r = 0.18, n = 66, p=
< 0.001; women, r = 0.18, n = 36 , p = 0.01). Farren’s (2010) study of QOL was theoretically
based on Rogers’ Science. QOL was viewed as a pattern manifestation and was examined in
relationship to three other pattern manifestations: power, uncertainty, and self-transcendence.
Ferrans and Powers QLI – cancer version (Ferrans, 1990) was used to measure QOL in a sample
of breast cancer survivors (n = 104). The findings indicated that the variables were associated
with each other and that complex relations were present. A finding of particular interest to the
current study is that QOL was moderately and positively associated with power (r = .315, p <
.001) (Farren, 2010).
The literature demonstrates that life satisfaction, well-being, and QOL are concepts of
importance within Rogers’ science. However, there is a paucity of research that addresses the
pattern manifestation of QOL of older adults with chronic illnesses from a holistic perspective.
Furthermore, the importance of power as “knowing participation in change” in relation to QOL
has been supported in a variety of samples. Further research of the association between QOL and
power in older adults with chronic illnesses is a promising line of inquiry and may contribute to a
better understanding of QOL in this population.
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Power as Knowing Participation in Change
Power can be represented as something that people seek, experience, and desire to
accumulate (McClelland, 1975). The conventional view of power is regarded as something one
can wield to cause change (Greene, 2000; May 1972). During the development of her theory of
power, Barrett (1986, 2015) found that power involves change but is not causal by nature.
Barrett’s theory of power as knowing participation in change was initially derived from Rogers’
SUHB, where Rogers identified that people can knowingly participate in change (Barrett 1986;
Rogers, 1970). The postulates and principles of Rogerian science are the foundational elements
that Barrett used to develop her theory of power. Barrett defines power as the capacity to
participate knowingly in change and identifies four dimensions of power, which are awareness,
choices, freedom to act intentionally, and involvement in creating change. It is noted that these
dimensions are not in any hierarchical order and are inseparable (Barrett, 2010). Barrett’s brief
summary of power is “being aware of what one is choosing to do, feeling free to do it, and doing
it intentionally” (Barrett, 2015, p. 498).
Power as that capacity to cause change can be done in either an oppressive or
complimentary fashion (Bishop, 2002). Barrett acknowledges that different types of power exist
and focuses on only two types in particular: power-as-freedom and power-as-control (Barrett,
2010, 2015). Power-as-freedom describes the unitary manifestation of power with an acausal
view that relates to the complimentary process of power. Alternately, power-as-control tends
toward a particulate and causal view that can be associated with oppression of others (Barrett,
2010, 2015). This view of power-as-control, which tends to be exploitative and manipulative, is
generally the conventional view people have of power (May, 1972). Barrett distinguishes that
power-as-freedom is non-hierarchical and focuses on the individual making their own choice
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without control from others. Although each of these types of power has the same definition and
dimensions, the way we use it distinguishes the type of power-as-control versus power-asfreedom.
In order to provide a measure of power, Barrett (1984, 1987, 1988, 2010) developed the
Power as Knowing Participation in Change Tool (PKPCT) based on Ference’s (1979) work with
human field motion. The PKPCT consists of the four power dimensions using 12 bipolar
adjective pairs to measure each dimension. This tool has been used in over 90 studies, translated
into seven languages, and has demonstrated adequate reliability and validity (Barrett, 2015;
Caroselli & Barrett 1998; Kim, 2009).
Power in older adults with chronic illness.
The dimensions of power have been demonstrated to be important to older adults and
those with chronic illness. For example, awareness and participating in making choices were
among the power dimensions found in two qualitative studies (Baptist et al., 2010; Schneider,
1995). Schneider (1995) studied the process of extraordinary healing in women (n = 3) with
different chronic illnesses using a Rogerian perspective. Using Glaser & Strauss’s constant
comparative method, the researcher developed a four-stage model to explain the process of
extraordinary healing. Schneider pointed out that central to the process was power-as-knowing
participation in change, especially in the domain of focusing awareness. In another qualitative
study, Baptist and colleagues (2010) studied older adults with chronic illnesses (i.e., asthma,
cardiac disease, and hypertension) (n = 46; mean age = 72.6). The focus groups consisted of six
to eight participants each, where results were analyzed using multiple coders. Though the
researchers did not use a Rogerian-based perspective, they found themes parallel to Barrett’s
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theory of power. Older adults with chronic illness seek a desire for independence, having
choices available, and participation in education. In both these studies, the domains of power
that Barrett describes are shown to be important to older adults and those with chronic illness
(Barrett, 1983, 2010).
In addition to qualitative researchers uncovering the importance of the domains of power
among older adults and those with chronic illness, the interplay between power-as-freedom and
power-as-control as described by Barrett (2010) has been found (Stuckey & Tisdell, 2010).
Illustrating the interplay between the forms of power, a qualitative narrative study of eight
women between 27 and 57 years of age with Type I diabetes found that the idea of emphasizing
control of glucose levels tends to cause resistance in the person making change (Stuckey &
Tisdell, 2010). Attempting to control the value of blood glucose for the patient is focused on the
power-as-control type that Barrett described; instead of facilitating change, it created resistance
as her theory predicts. Stuckey and Tisdell’s work provide preliminary support for Barrett’s
theory that power-as-control creates resistance.
In quantitative studies, research of power-as-knowing participation in change have been
conducted in samples that include older adults with chronic illness (Farren, 2010; Jang 2013;
Shearer, Cisar & Greenberg 2007; Wall, 2000; Wijesinghe, 2008). Populations that have been
studied included nursing home residents with chronic pain (n = 46; mean age = 79) (Wijesinghe,
2008), breast cancer survivors (n = 104; age range = 28-81) (Farren, 2010), men and women with
heart failure (n = 87; age range = 44-101) (Shearer et al., 2007), and persons with lung cancer (n
= 104; age range = 37-83) (Wall, 2000). These studies focus primarily on a single chronic illness
diagnosis, whereas older adults generally have multiple chronic illnesses, suggesting there is a
gap in the literature of power and older adults with chronic illnesses. Overall, most studies
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examining persons with chronic illness address only a single chronic illness. It is important to
understand the interplay between older adults with chronic illnesses along with power as
knowing participation in change and the association with QOL from a holistic perspective.
Relations between power, well-being, and QOL have been demonstrated in international
samples. In a study of Korean adults (n = 881) (ages between 18-39) with 13% of the sample
having a chronic illness, the researchers found a significant correlation between well-being and
power (r = .52, p < .001) (Kim et al., 2008). In another study of Korean adults (age 35-59) the
effect of meditation on power, anxiety, depression, and QOL in women with breast cancer was
studied (Jang, 2013). The researcher found that the group who followed the meditation program
(n = 20) as compared to the control group (n = 21) had greater improvement in both qol (t = 2.74,
p = .009) and power (t = 6.07, p < .00, n = 50) (Jang, 2013). Jang’s (2013) research particularly
illustrates that the health promotion technique of meditation has a positive impact on the patient.
Though Jang and Kim’s research only included a small segment of the population of interest
related to this study, the findings suggest that factors related to power and QOL may be
correlated and warrant further study.
Only one study was found that specifically examined both QOL and power together, as well
as included older adults with chronic illness in the sample (Farren, 2010). In this study, Farren
(2010) utilized both Barrett’s PKPCT and Ferrans QLI. The population included both older
adults and persons with the chronic illness of breast cancer. The researcher found relations
between power and QOL in a correlational, cross-sectional study of breast cancer survivors, (n =
104). This study utilized Ferrans QLI- cancer version (Chronbach’s alpha .92) and the PKPCT
(total score alpha reliability .96). The mean age of participants in the study was 53 years of age,
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with an age range of 28 to 81, and where 23% were 65 years and older. A moderately strong
positive association (r = .315, p < .001) of power and QOL was found (Farren, 2010).
As Farren’s study (2010) demonstrated an association of QOL with power, other health
promoting modalities have also been associated with power. Some of these modalities include
imagery (Epstein et al., 2004), support groups (Larkin, 2007), meditation (Jang, 2013), exercise
(Ackerman, 2006), and telephone follow-up (Shearer, Fleury, & Ward, 2007). All these
researchers, except for Shearer and colleagues (2007), found positive, statistically significant
associations with power. Shearer’s findings indicated that the empowerment activity did
improve QOL among participants; however, this strategy did not improve power. Shearer’s
finding that power did not improve may be attributed to the use of the concept of selfmanagement. Self-management inherently carries with it a view of power-as-control perspective
and, in this case, self-management may have created more resistance to change rather than
facilitating it (Ditewig et al., 2010; Udlis, 2011). None of the studies of power and health
promoting modalities were exclusively focused on older adults with chronic illness. These
points, as well as the fact that older adults are more likely to have co-occurring chronic illnesses
(Ward, 2013), suggest that further research is needed to examine the interplay between power
and self-health promoting activities in older adults with chronic illness.
Self-Health Patterning
Self-health patterning is a pattern manifestation that describes self-health promoting
activities individuals engage in on a day-to-day basis. Self-health patterning describes processes
that persons (in this case older adults with chronic illness) engage in to pattern their environment
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for change toward health, well-being, and QOL. This researcher conducted a concept analysis to
help formulate and clarify this concept for the purposes of this study.
The development of the concept of self-health patterning stems from the conflicting
research findings among existing concepts that measure the engagement of persons toward health
promotion (Baptist Talreja & Clark, 2011; Ditewig et al., 2010; Grady et al., 2014). One such
related concept is self-management. Self-management, as defined by Lorig & Holman (2003), is
a process in which people perform day-to-day activities in the management of chronic disease.
Udlis (2011) found five dimensions to self-management: resources, knowledge, adherence to a
plan, active-participation, and informed decision making. Self-management is extensively
researched throughout the literature in relation to chronic illness, but several inconsistencies exist
in using this as a model to study a person’s involvement in health promotion.
Firstly, the use of the term “self-management” inherently contains a linear and
compliance-driven approach, which may contribute to an explanation as to why this approach
often produces mixed results (Ditewig et al., 2010). Initially, self-management was intended to
be a person-centered concept. The early literature on self-management mentions a paradigmatic
shift moving from the healthcare provider model of adherence and patient compliance to one of a
mutual relationship between the person and provider (Creer & Burns, 1979; Lorig & Holman,
2003). However, this shift has been inconsistent: self-management has been mostly centered on
the medical approach, often ignoring the needs of the unique individual (Andrews, 1974; Welch
et al., 2014). Even though researchers have acknowledged the need for a movement away from
the linear, adherence-based approach, self-management studies still inherently use an adherence
approach (Lorig & Holman, 2003; Udlis, 2011; Welch et al., 2014). Conversely to the acausal
view, self-management is largely based on the concept of control and related to the theory of
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self-efficacy (Lorig & Holman, 2003). The idea of control is inconsistent with the acausal view
of the SUHB and notably resonates with Barrett’s (2010) notion of “power-as-control” rather
than the unitary view of “power-as-freedom.”
An example of the non-patient centered approach of self-management is shown in a
recent study of persons with heart failure with an average age of 64 years of age (n = 902)
(Grady et al., 2014). This study examined the effect of self-management on health related QOL.
In the study, QOL was measured using the quality of life index (QLI), Cardiac Version-IV,
modified. The self-management approach consisted of two-hour group counseling sessions over
a one-year time period focused on the development of self-management skills and problem
solving, in addition to the provision of heart failure educational materials to improve adherence
with the medical regimen. During the meetings participants were taught self-management skills,
such as environmental restructuring, cognitive restructuring, and self-monitoring. This group (n
= 451) was compared to a control group who only received an educational material packet on
heart failure in the mail (n = 451). When results were analyzed, it was found that the selfmanagement tactic had a lack of change in QOL. The lack of change found in this study can be
attributed to its adherence-based design, which does not focus on the particular needs of the
patient. This supports the idea that a more patient-centered approach is necessary.
Another study illustrating that self-management strategies lack a patient-centered focus is
a study of adults with asthma (n = 398) (Baptist, 2011). In Baptist’s study, the researchers
wanted to expand self-management for older adults using a self-management strategy similar to
one found to be effective in a younger population. In the study, self-management was defined as
asthma control as an educational program The results did not find any differences in the short
and long-term outcomes between older adults who had or had not received instruction. The
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authors acknowledged that future research needs to be specifically tailored toward the targeted
population, while and avoiding “off the shelf” self-management strategies.
In a self-management study that utilized a tailored approach to the patient (where each
patient was viewed as unique), positive relations to QOL were found; this was a study of a selfmanagement program for persons with breast cancer as a chronic illness. (n = 147) (Loh et al.,
2013). This particular study involved 75 participants, with an age range of 50-79 years of age.
QOL was measured using the quality of life-SF 36 v2 (UK) Health survey. The selfmanagement program in this study lasted four weeks and was named the “Staying Abreast,
Moving Ahead” (SAMA) program. This self-management program differed from others as it
considered patient-centered principles that included the need for the program to be structured and
tailored to the needs and stage of disease of the women involved, as well as offered peer support.
The staged process of developing this program began with a qualitative focus group that
explored the specific needs of women with breast cancer. This qualitative strategy demonstrates
a patient focus that reflects this call in the literature for a more patient-focused effect and showed
a positive statistically significant change in QOL. Within the design of the program, the goals of
SAMA are to empower women and increase confidence. These themes in the program
mentioned aspects, such as awareness and confidence, which are linked to Barrett’s Power
Theory (Barrett, 2015). Though not clearly identified as a study examining power, it suggests
that since power enhancing activities were integrated into the program, power and selfmanagement combined has an enhanced positive relation to QOL, especially when structured in a
patient-focused way.
The studies referenced above suggest that the concept of “self-management” is a
hierarchical and adherence-based variable, which tends to measure factors that are not of interest
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to the patient. However, when self-management explored the specific needs and desires of its
population, the outcome led to betterment in the person’s QOL (Loh et al., 2013). This led the
researcher to develop the concept of “self-health patterning,” which embraces the unitary nature
of human beings and avoids the power as control term “management” found in self-management
literature (Barrett, 1998, 2010).
In formulating the definition of self-health patterning, the approaches of Walker & Avant
(2005), as well as the metatheoretical process identified by Reed and Shearer (2004) were
utilized. As the term “self-health patterning” is not found in the literature, each word (“self,”
“health,” and “patterning”) was defined and dictionary and conceptual definitions were examined
(Alligood & Fawcett, 2004; Barrett, 1998; Malinski, 2009; Merriam-webster.com, 2015; Phillips,
2017; Rogers, 1992). Through this process, the researcher determined that self-health patterning
embraces a more holistic view of the self: a person involved in change in their day-to-day lives
toward health. In summary, self-health patterning is defined as a dynamic process in which
people are engaged in visible changes in their day-to-day lives toward promoting their own
health and well-being.
To measure self-health patterning, the researcher developed a visual analog measurement
tool titled the Self-Health Patterning Visual Analog Scale (SHP-VAS). This tool was designed
by the researcher for the purposes of this study to measure the degree to which participants
indicate where they are in relation toward their engagement in their day-to-day lives toward
promoting their own health and well-being.
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Self-health patterning and Rogers’ Science.
Several studies that contain constructs related to self-health patterning have been conducted
using a Rogerian framework (Larkin, 2007; Rapacz, 1991; McNiff 1995). For example, in a
descriptive and exploratory SUHB based study, adults with chronic pain were compared to those
without chronic pain (n = 226) (Rapacz, 1991). Power and human field motion were measured
in this study. When the two groups were compared, those with chronic pain had a significantly
lower mean score of power compared to those without chronic pain (p < .001). The researcher
suggested that strategies related to self-health patterning (e.g., meditation) would help facilitate
change toward a higher frequency of patterning. Since a higher frequency of patterning is
associated with a higher level of power and QOL, it suggests that power and self-health
patterning may have a positive impact on a person’s QOL.
Linkages between concepts related to self-health patterning, power, and QOL have also been
found in a study of adults with and without long term needs (n = 136), of which 13 were older
adults with chronic illness. This study examined persons who engaged in day-to-day activities
toward promoting health, which is related to the definition of self-health patterning, where
linkages were found among well-being to power and to life satisfaction. (McNiff, 1995). The
sample of adults with long-term needs included those who had chronic illnesses such as stroke
and diabetes. The researchers successfully posited that power and life satisfaction are related
among adults with long term needs (r = .60, p < .01). On supplemental analysis, the researchers
also found that participants who engaged in prayer or meditation on a daily basis showed a
significantly higher mean score of power (p = .05) than those who did not engage in these same
practices. Since prayer and meditation are representative of self-health patterning activities (i.e.,
those activities toward promoting health and well-being), this suggests that power and self-health
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patterning are related. Furthermore, since this study found that life satisfaction, which is a
concept similar to QOL and also related to power, it suggests the linkage of QOL, power, and
self-health patterning.
In a study that included older adults and persons with chronic illness, Matas (1997)
studied a construct related to self-health patterning titled “self-defined health promoting goals.”
The term ”self-defined health promoting goals” (SDHPG) is defined as client formulated goals
focused on health promoting and individually desired change. This concept is measured by the
SDHPG Visual Analogue scale developed by Matas (1997). Larkin (2007) used the SDHPG
visual analogue scale to study hypnotherapy approaches in chronic care support groups (n = 49)
in a Rogerian exploration of power and self-defined health promoting goals. The sample of 49
participants included 15 older adults with chronic illness (31%). Correlations between selfdefined health promoting goals and power (r = .62, p < .01) were found and shown to
progressively increase over time. Larkin concluded that the findings of this study contradict
societies’ predominant view that the diagnosis of a chronic illness infers waning health,
powerlessness, and limitations. Her study (as well as Roger’s science) further suggests that
studying the relations between self-health patterning, power, and QOL is warranted to discover
factors that can help older adults with chronic illnesses.
Summary
To summarize, the findings of the literature review revealed gaps in knowledge among
the pattern manifestations of older adults with chronic illness. The literature review of QOL
shows it is a unitary pattern manifestation; however, there is a paucity of research using the
SUHB when studying QOL. The literature strongly links QOL and power, while self-health
patterning is an emerging concept that may be related to power. Overall, research on older adults
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with chronic illness is lacking, which is significant considering the prevalence and growth of this
population. The theoretical linkages between the cluster of variables in this study is present;
however, they have not been previously studied together.
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Chapter III
Methodology
Research Design
A descriptive correlational design was used to examine the relations amongst QOL,
power, and self-health patterning in a sample of older adults with chronic illness. A questionnaire
containing three instruments and a demographic data form was used for data collection. The
self-administered questionnaire was distributed through postal mail or by in-person completion.
The instruments to be included are as follows: the Quality of Life Index Generic Version- III
(QLI-GV) (Ferrans & Powers, 1985 & 1998); the Power as Knowing Participation in Change
Tool (PKPCT Version II) (Barrett 1984, 1987, 1988, 2010); a Self-Health Patterning Visual
Analog Scale developed by the researcher (SHP-VAS); and a demographic data form also
developed by the researcher. Data was examined for relations among variables utilizing
correlations and multiple regression analyses.
Sample
The sample consists of older adults (>65) with chronic illness recruited from senior
centers, healthcare provider practices, older adult related organizations, and older adult
communities in the New York metropolitan area. Power analysis using Cohen’s (1988) method
indicated that a minimum sample of 76 participants is needed to have 80% power for detecting a
medium sized effect (.3) with a .05 criterion of statistical significance. This suggested sample
size is slightly above Pedhazur’s (1997) guidelines for multiple regression analysis (i.e., each
independent variable accounts for 30 participants, which would suggest 60 participants).
Tabachnick and Fiddell (2012) provide the formula N> 50 + 8m, with “m” representing the
number of independent variables (Green, 1991). Based on this formula, the study should consist
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of a minimum of 66 participants. Based on these criteria, a sample of 100 was recruited to allow
for possible missing and/or unusable data.
Data Collection
Approval for the study was obtained from the Institutional Review Board at the College
of Staten Island, City University of New York (CUNY), where the investigators sponsor is a
faculty member. Responsible conduct of research policies set forth by CUNY was followed as
well as other permissions and policies required from data collection sites. The researcher
completed training in responsible conduct of research through the collaborative institutional
training initiative (CITI) before collecting data.
Potential recruitment sites were first contacted by email and then by phone call
introducing the study and the investigator. Those sites that expressed interest were then provided
a brief description of the research protocol and recruitment flyers. Sites were asked if they can
serve as either a site that can distribute the flyer information or serve as a site where potential
participants who express interest will be provided the study packets and forms (including said
flyers).
Once site approval was obtained, recruitment flyers were placed in public areas, printed
in newsletters, and distributed to potential participants as is appropriate to each setting. The flyer
contained the investigator’s contact information including address, phone, and email address.
Once a potential participant expressed interest in the study, the investigator explained the
study to the potential participant. The description of the study was consistent for all
communication to participants. Potential participants wishing to participate in the study and who
met the inclusion criteria were sent a study packet by post or were given a packet by the site.

32

The study packet contained a cover letter including the estimated time to complete (60
minutes or less), the benefits of participation, and a description of the incentives. The incentive
was available to eligible participants who returned and completed the study packet who were
then entered into a drawing raffle for one of five gift cards (each worth $20). The raffle is in
adherence to New York State General Municipal Law Article 9-A and the New York City
Administrative Code § 20-433. The requirements were that the raffle was only available to
participants age 18 and above, did not require any form of payment to participate in the drawing,
and the amount will not exceed $100. Participants were also given the choice not to participate
in the drawing on the consent form. The study packet also contained two consent forms
explaining the purpose of the study, risks and benefits of the study, confidentiality, and the
notification to the participant that refusal or withdrawal from the study would not affect the
participant negatively. This consent form was developed in accordance with responsible conduct
of research policies set forth by CUNY. The study packet also contained instructions on
completing the questionnaire and for sending the study packet back to the researcher (including a
stamped, pre-addressed envelope for return). Finally, the study packet contained the three survey
questionnaires and a demographic form. The study packets were broken down into three
booklets, where the order of the questionnaires was equally divided to provide counterbalance,
excluding the demographic form, which was always placed last in the study packet. This method
of data collection was developed based on Dillman’s (2011) procedures for collecting mailed
surveys.
Those participants who did not respond within a week were contacted with a postcard
and/or email as a reminder. If no reply was received within three weeks after the reminder was
sent, a replacement packet was sent via priority mail.
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In order to maintain confidentiality of participants, each participant was assigned a code
number that was used on all data forms in lieu of names. The code number also contained a
coded designation of the referral source while maintaining confidentiality. A paper file as well
as a USB flash drive file containing the participant names and matching code numbers was kept
in a locked cabinet, which was kept separate from the data. The data will be kept for at least
three years. This information was provided to participants on the informed consent form.
Instruments
Quality of Life Index Generic Version- III (QLI-GV)
The quality of life index (QLI) was developed by Ferrans and Powers in 1984 to measure
QOL in terms of satisfaction with life and those areas that are important to the individual. The
tool measures the persons overall level of QOL, which includes four separate domains: health /
functioning, psychological / spiritual, social / economic, and family. The QLI-GV is a 66 item
self-report instrument, consisting of two sections with 33 questions each. The first section
measures satisfaction with various aspects of life; the second section measures the importance of
the various aspects of life for the person. Each question asks the participant to provide a rating
from 1-6 on a Likert Scale, with 1 being “very dissatisfied” and 6 “very satisfied” (Ferrans &
Powers, 1985).
Internal consistency reliability for the QLI, as well as overall total QOL score, is
supported by Chronbach’s alphas ranging from .73 - .99 across 48 studies (Ferrans, 2015b).
Examining specific studies that utilized the QLI with chronic illnesses, internal consistency
reliability was found to be: heart failure .84 (Scott et al., 2004), diabetes .97 (Ozer & Efe, 2006),
and older breast cancer survivors .97 (Sammarco, 2003). Temporal reliability was provided
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through test-retest correlations of .87 within a two-week interval and .81 with a one month
interval (Ferrans & Powers, 1985; Ferrans, 2015b).
Content validity for the instrument is supported by the extensive literature review on
QOL along with reports from patients regarding their QOL (Ferrans & Powers, 1985). Construct
validity was supported using the contrasted groups approach, where participants were divided
into groups on the basis of self-reported pain, depression, and resiliency in coping with stress.
Participants who reported less pain, less depression or who were coping better with stress
reported higher overall QLI scores (Ferrans, 1990). In a more recent study, the contrasted group
approach was used to measure QOL among women suffering from urinary incontinence. In this
study, the overall QLI score was significantly lower in incontinent women compared to continent
women and scores decreased accordingly to the severity level of incontinence (Rannestad &
Skjeldestad, 2011).
When scoring the instrument, overall QOL scores are calculated by weighting each
section’s matching response which reflects both the individual’s satisfaction and importance.
According to Ferrans and Powers, (1992) this results in a more accurate reflection of QOL. This
results in scores that reflect how satisfied the person feels with aspects of life that are important
to them. A combination of a high satisfaction along with a high importance would result in the
highest score; whereas the combination of high dissatisfaction and high importance would result
in the lowest scores. A scoring manual along with computer syntax for calculation of scores is
provided by the author (Ferrans, 2015a). The weighting of the two sections is first performed by
recoding satisfaction scores centering the scale on zero and then multiplying recoded response by
the paired raw importance response. These scores for each pair in the prior step are then
summed to obtain the preliminary sum for the total QLI score. To obtain the final overall QLI
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total score, the preliminary score is then divided by the number of responses by the individual to
prevent bias from missing data. After this step, 15 is added to every score to eliminate negative
numbers, which produce a number from 0-30
(https://www.uic.edu/orgs/qli/questionaires/pdf/genericversionIII/genericscoring.pdf). A copy of
the instrument as well as permission to use the QLI obtained from the author can be found in
Appendix E.
Power as Knowing Participation in Change Tool, Version II (PKPCT)
The Power as Knowing Participation in Change Tool (PKPCT) was developed by
Elizabeth Barrett in 1983 to measure power defined as the capacity to participate knowingly in
change (Barrett, 1983, 2010). The tool was developed using Rogers SUHB and Barrett’s theory
of power. The instrument measures a person’s overall level of power in four domains:
awareness, choices, freedom to act intentionally, and involvement in creating change. The
PKPCT consists of 52 items on a semantic differential scale and takes approximately 10 minutes
to complete. The 52 items are divided into four sub-groups, based on the four dimensions each
consisting of 13 seven-point scales that are anchored by bipolar adjectives under each sub-group.
Each sub-group consists of one re-test item used to test respondent acquiescence and is not
included in the score (Barrett & Caroselli, 1998).
Internal consistency reliability for the PKPCT is supported by several studies among
older adults with chronic disease, where internal consistency reliability for the total score were
found to be as follows: lung cancer .93-.97 (Wall, 2000); pain .96-.98 (Lewandowski, 2004);
cardiac .95-.97 (Ackerman, 2006); and breast cancer .96 (Farren, 2010). One study
demonstrated a lower Cronbach alpha of .72; however, the study focused on measuring
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empowerment versus power and the author indicated the patients had difficulty understanding
the instructions (Shearer, 2007).
Kim (2009) conducted a review of the PKPCT and found that the Chronbach’s alpha
scores ranged from .93-.99 across 27 major studies and one minor study. In a study of
researchers using the PKPCT, the participants responded that the PKPCT demonstrates a strong
evidence of validity and reliability, as well as a strong basis in the power theory (Kim, 2009).
Content validity of the PKPCT was established using two expert judges. Construct
validity ranged from .56-.70 using factor loadings for the four concept-contexts in the
instrument. Concurrent validity was established by correlating scores of the PKPCT with the
well-being index (.65) and the health synchrony scale (.69). When the PKPCT was first
developed, the author tested for reliability through variance factor scores ranging from .63-.99.
Afterwards, further testing showed Chronbach’s alpha scores greater than .85. Reliability was
further demonstrated with test-retest reliability with a three week interval using undergraduate
college students (n=25). This resulted in correlations from .71-.82 for the PKPCT VI and .61-.78
for the PKPCT VII (Barrett & Caroselli, 1998).
When scoring the PKPCT, power scores for each subscale are calculated by first
reversing negatively scored items, then adding all the items scores while subtracting the retest
item scores. To obtain the total power score, the four subscale totals are summed. Scoring can
be performed by obtaining either factor scores or summation scores (Barrett & Caroselli, 1998).
The range of scores for the 48 items found on the PKPCT range from 48-366, with a lower total
score representing less power and a higher score representing more power (Barrett, Farren, Kim,
Larkin, & Mahoney, 2001). A copy of the instrument as well as permission to use the PKPCT
obtained from the author can be found in Appendix C.
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Self-Health Patterning Visual Analog Scale (SHP-VAS)
The self-health patterning visual analog scale (SHP-VAS) was designed by the researcher
for the purposes of this study to measure the degree in which participants indicate where they are
in relation to engagement in their day-to-day lives toward promoting their own health and wellbeing. The instrument is a single item vertical analog scale, 100 mm long with anchors at each
end illustrating extreme boundaries of self-health patterning. Participants place a mark through
the line at a position that best represents their perception (Gift, 1989; Wewers & Lowe, 1990).
The top anchor reads, “I do things that promote my health and well-being,” while the bottom
anchor reads “I do things that are not at all healthful.”
Visual analog scales (VAS), originally developed in the 1920’s, began to show up more
frequently in the literature in the 1960’s and have been routinely used in single item format to
measure phenomena such as pain, anxiety, and alertness. The VAS has also been used to
measure multiple constructs and to provide a summative score on a given phenomenon, such as
QOL (Wewers & Lowe, 1990). In a study examining QOL, comparing a single item Visual
Analog Scale versus multi item scales, good validity, excellent reliability, moderate distribution
rate responsiveness, and good anchor-based responsiveness were found compared to the multiitems questions (De Boer et al., 2004).
Validity for the VAS is generally established through concurrent validity where VAS
scores are correlated with other measures of the phenomenon. Concurrent validity has been
shown through several VAS instruments. For example, the McGill pain questionnaire was used
to establish the validity of the pain VAS (Gift, 1989). In a more recent study, a satisfaction VAS
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was shown to have a high correlation with the pain VAS and the Oxford hip score (Brokelman,
Haverkamp, van Loon, Hol, van Kampen & Veth, 2012). Discriminate validity of the VAS has
been demonstrated using the contrasted groups approach for measures of QOL (Padilla et al.,
1983). Validity for the VAS remains constant even as anchors change (Gift, 1989).
Reliability of visual analog scales is most often assessed using the test-retest method,
which has demonstrated moderate to strong correlations between the different administrations of
the instrument (Adamchic, Langguth, Hauptmann, Tass, 2012; Wagner, Tatsugawa, Parker, &
Young, 2007). In a study using a patient satisfaction VAS, the test-retest method showed an
intraclass coefficient of 0.95 (95% CI 0.93-0.96) (Brokelman et al., 2012). Internal consistency
reliability is not a feasible measure as the VAS is a one-item measure (Waltz, Strickland & Lenz,
2010).
The SHP-VAS is scored by measuring the distance in millimeters from the lower anchor
of the scale to the subject’s mark on the line. A higher score on the SHP-VAS indicates the
patient is promotive and engaged in visible changes toward their own health and well-being. A
copy of the instrument can be found in Appendix D.
Demographic Data Form
The Demographic Data Form was developed by the investigator to elicit demographic
information and determine participant eligibility for the study. Demographic data includes age,
gender, marital status, racial/ethnic background, level of education, employment status, income,
and diagnosis of chronic illness(es). As the study is targeted for older adults with chronic illness,
the person’s age and presence of chronic disease is collected to ensure participant eligibility. The
form asks patients to self-identify chronic disease. Studies suggest that self-reporting may be
more sensitive than chart review (Bourgeois et al., 2007; Weakley et al., 2013). The number of
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chronic illnesses reported by the patient will be collected as this number is associated with health
and well-being (Chen, Baumgardner, & Rice, 2011). Demographic data such as income, gender,
age, racial/ethnic background have been associated with QOL (Ferrans & Powers, 1992; Jiang &
Hesser, 2006). Patient identification of hospitalization within the last month or major
debilitating illness, such as major depression or severe mental illness, is included in the form as
these experiences with QOL and self-health patterning may be different (Bellia et al., 2007;
Dzurec et al., 2002). The demographic data form will also contain an area for open ended
comments. This information will not be used as part of the analysis per se, but could be used to
support findings as it provides participants an opportunity to share anything important to them.
A copy of the of the demographic data form is included in Appendix B.
Data Analysis
Data analysis was performed using the software package SAS, Version 9.4. Prior to
analysis, entries were examined for missing items and correctness. Descriptive statistical
analysis was performed on the sample to obtain a clear understanding of the population.
Measures of central tendency and dispersion were also computed to assess for outliers.
The research questions used an alpha level of .05 as the criterion for statistical
significance. The first research question was addressed by analyzing correlations among the
three variables. For the second research question, bivariate regression analysis was used in two
separate regression models in which QOL is the outcome: power is parameterized in the first,
and self-health patterning is parameterized in the second. For the third research question,
multivariable regression analysis was performed where both power and self-health patterning are
the independent variables. To analyze the fourth and fifth research questions, multiple
regression analysis was used to test for effect modification with a multiplicative interaction of
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power and self-health patterning. If the coefficient on the interaction is significant then the
threshold for stratification will be explored to determine the presence and extent of an interaction
effect. Ancillary analysis was also preformed to examine additional linkages or patterns to
further investigate the relations of the demographic data to the variables in the study.
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Chapter IV
Results
Analytic Sample
The analytic comprised n = 100 adults who (a) were recruited from senior centers, health
care provider practices, older adult related organizations, and older adult communities in the
New York metropolitan area, and (b) met the study’s inclusion criteria of being older than 65
years of age, and who reported at least one chronic illness. Data were assessed for completeness
and erroneous recodes that resulted in data values outside of the bounds of expected responses.
One missing value in household income was detected and imputed at the modal categorical
($50,001 - $75,000) response. Similarly, one missing value in the summary score of the
socioeconomic domain variable within the quality of life composite was imputed at the mean
value (22.826) of the 99 non-missing respondents.

Dependent Variable
As described in greater detail in Chapter 3, the quality of life outcome variable was a 66item index measure that includes four separate domains: health / functioning, psychological /
spiritual, social / economic, and family. Item responses were Likert-scaled, with higher scores
reflecting greater satisfaction. Further information on quality of life is provided in the measures
section of Chapter 3.
Table 1 provides descriptive statistics for each of the domains of quality of life. Domainlevel means, with standard deviations, mimima and maxima are provided. Pearson correlations
among domains are presented in Table 2. All inter-domain correlations were statistically
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significant at the .1 level (p < .001), although there was some variation in the magnitude of
correlation. Correlations were highest between the health/functioning and social/economic (rho =
.672) domains, and lowest between health/functioning and family (rho = .467). Cronbach’s alpha
estimate (.85 uncorrected for domain number) was in the acceptable range (.7 <= alpha <=.9).
Table 1: Quality of Life: Descriptive Statistics by Domain (n=100)
Variable
Mean
Std Dev
Minimum Maximum
Health & Functioning 21.040
Domain

4.777

11.000

29.080

Social & Economic
Domain

22.826

3.811

14.630

30.000

Psychological &
Spiritual Domain

23.355

5.094

6.860

30.000

Family Domain

23.711

3.339

16.600

30.000

Table 2: Correlation between Quality of Life Domains (Pearson Coefficients)
Health &
Social &
Functioning Economic
Domain
Domain

Psychological
& Spiritual
Domain

Family
Domain

Health & Functioning
Domain

1.000

0.672

0.630

0.467

Social & Economic
Domain

0.672

1.000

0.655

0.662

Psychological &
Spiritual Domain

0.630

0.655

1.000

0.549

Family Domain

0.467

0.662

0.549

1.000

All correlations were significant at p < .001.
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Table 3: Cronbach Alpha Coefficients: Quality of Life
Variables
Alpha
Raw

0.850

Standardized

0.860

Independent Variables
Power
The measure of power is a 48-item scale based with 4 domains: Awareness, Control,
Freedom, and Involvement. Likert-scaled item responses were combined according to the
scoring algorithm described in Chapter 3 and Appendix C: higher values indicate more power,
whereas lower values indicate less power.
Descriptive statistics on the measure of power are provided in Table 4. Domain-specific
means, standard deviations, minima and maxima are provided. Table 5 contains inter-domain
Pearson correlations. Three of the 4 correlations fell within a limited range (.625 <= rho <=
.695). The fourth, which measures the correlation between Freedom and Involvement, was
notably higher (rho = .824). Cronbach’s alpha coefficient was acceptable, but was approaching
the upper boundary (alpha = .895).
Table 4: Power: Descriptive Statistics by Domain (n=100)
Variable
Mean
Std Dev
Minimum Maximum
Power Awareness
Domain

69.050

10.778

40.000

85.000

Power Control
Domain

67.130

9.642

47.000

83.000

Power Freedom
Domain

68.580

11.658

22.000

83.000
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Power Involvement
Domain

67.650

12.218

30.000

84.000

Table 5: Correlation between Power Domains (Pearson Coefficients)
Power
Power
Power
Awareness
Control
Freedom
Domain
Domain
Domain

Power
Involvement
Domain

Power Awareness
Domain

1.000

0.695

0.630

0.675

Power Control
Domain

0.695

1.000

0.625

0.655

Power Freedom
Domain

0.630

0.625

1.000

0.824

Power Involvement
Domain

0.675

0.655

0.824

1.000

All correlations are significant at p < .001.
Table 6: Cronbach Alpha Coefficients: Power
Variables

Alpha

Raw

0.895

Standardized

0.896

Self-health Patterning
As described in greater detail in Chapter 3, the measure of self-health patterning is based
on participants’ responses to a question whose response was a visual analog scale that measured
the distance in millimeters from the lower anchor of the scale to subjects’ mark on the line.
Higher values suggest that participants are promotive and engaged in visible changes toward
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their health and well-being, whereas lower values suggest the opposite. As self-health patterning
is not a multi-item, multi-dimensional variable; neither correlations or alpha scores were
generated or are presented.
Quantitative Techniques
Descriptive Results
The sample of participants (Table 7) primarily identified as female (61%) and assigned
female sex at birth (63%). The majority of participants were either married (42%) or widowed
(35%). Over half (57%) of the participants were Caucasian, 20% were African-American, 15%
were Hispanic, and 8% were Asian/Pacific Islander. With regard to highest level of education,
one quarter (25%) of participants graduated from high school or earned their GED, while another
quarter (25%) earned their Master’s degree. Forty-two (42%) of participants were retired.
Approximately one-quarter (26%) of participants reported a household income between $50,001
- $75,000, with just over one-fifth (21%) reporting income in excess of $125,000. Regarding
health, over one-half (58%) of the participants reported having high blood pressure; over onethird (38%) reported having heart disease and diabetes (34%); just under one-third (31%)
reported having asthma or COPD; approximately one-quarter of participants (27%) reported
having arthritis; and ten percent (10%) reported having cancer. Diseases less commonly reported
among the sample were weak or failing kidney(s) (3%), glaucoma (3%), stroke (2%), and
hepatitis (1%). One hundred percent of the sample had normal clock test results. Average age of
participants was 74.1 years, and mean number of chronic conditions was 2.1.
Table 7. Description of the Sample (n=100)
Variable
Frequency
Gender Identity
Male

37
46

Female

61

Gender Non-Conforming

2

Sex assigned at birth
Male

37

Female

63

Marital Status
Single – Never Married

9

Married

42

Divorced

12

Separated

2

Widowed

35

Racial/Ethnic Identity
Asian / Pacific Islander

8

African American

20

Hispanic

15

Caucasian

57

Highest Level of Education
<12 yrs without GED

7

High School Graduate / GED

25

Vocational School

8

Associate’s Degree

10

Bachelor’s Degree

11

Master’s Degree

25

Doctoral Degree

14

47

Current Employment Status
Retired

42

Homemaker

18

Employed Part time (<30 hrs)

10

Employed Full time (>30 hrs)

30

Household Income Categories
Less than or equal to $24,000

2

$24,001 - $30,000

10

$30,001- $50,000

19

$50,001 - $75,000

26

$75,001 - $100,000

15

$100,001 - $125,000

7

Above $125,000

21

High Blood Pressure
Yes

58

No

42

Heart Disease
Yes

38

No

62

Yes

2

No

98

Stroke

Diabetes
Yes

34

48

No

66

Yes

10

No

90

Cancer

Arthritis
Yes

27

No

73

Hepatitis
Yes

1

No

99

Weak / Failing Kidney
Yes

3

No

97

Asthma / COPD
Yes

31

No

69

Glaucoma
Yes

3

No

97

Primary Language
English

98

Spanish

2

Preferred Language
English

100

49

Spanish

0

Clock Test Results
Normal
Abnormal

100
0

Age in years*

74.10 (7.68)

Number of chronic diseases*

2.05 (1.11)

*Mean and standard deviation for continuous variables.

Statistical Results
Research Question 1
The aim of Research Question 1 was to explore correlations among the study’s three key
variables: quality of life, which will serve as the dependent variable in subsequent aims; power
and self-health patterning, which will serve as independent variables in those aims. Table 8
contains descriptive statistics on the three variables of interest. Means, standard deviations,
minima and maxima are provided for each variable prior to standardization, the need for which is
described in the following section. Table 9 provides correlations among the three variables. The
results suggest that two-way correlations are all significant at p < .001. The Pearson correlations
between quality of life and power (rho = .411) and quality of life and self-health patterning (rho
= .403) reflect the bivariable relationship between the study’s dependent and independent
variables, and should be confirmed with linear regression models in the analysis of Research
Question 2. The moderate correlation between the two independent variables (rho = .477)
suggests the possibility that power and self-health patterning explain some of the same variation
in quality of life, which should be reflected in a marginal explained variance (r-square) increase
from the bivariate to multivariable models in Research Question 3.
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Table 8: Description of Outcome and Key Explanatory Variables (Unstandardized Variables)
(n=100)
Variable

Mean

Std Dev

Minimum

Maximum

Quality of Life Total
Score

22.35

3.79

12.39

29.45

Self-Health Patterning

80.96

16.14

28

100

Power Total Score

272.41

38.78

166

331

Table 9: Pearson Correlation Coefficients (Standardized Variables)
Self-Health
Patterning

Power Total
Score

Quality of Life
Total Score

Self-Health Patterning

1.000

0.477

0.403

Power Total Score

0.477

1.000

0.411

Quality of Life Total Score

0.403

0.411

1.000

All correlations are significant at p < .001.

Research Question 2
Research Question 2 investigated the independent associations between quality of life
and power, and quality of life and self-health patterning. To address this question, two separate
bivariate linear regression models were estimated. In both models, standardized outcome and
independent variables were employed, so that the magnitudes of the estimated coefficients on
power and self-health patterning could be directly compared. Absent standardization, regression
coefficients are not comparable—that is, for a given dependent variable—when independent
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variables are measured on different response scales, as power and self-health patterning are. The
reader should note that the interpretation of the standardized regression coefficients differs from
the traditional “one-unit” marginal effect produced with unstandardized data. Unstandardized
regression coefficients in linear models are interpreted as the effect on the dependent variable of
a one-unit change in the independent variable, whereas standardized regression coefficients
indicate the effect on the dependent variable of a one standard-deviation change in the
independent variable. In this example, the beta-coefficients suggested the effect on quality of life
of a one standard-deviation increase in power or self-health patterning.
Regarding the regression results for power (see Table 10), the estimated regression
coefficient (i.e., beta) of 0.411 (SE = .091, p < .001) indicated that, for the average participant, a
one-SD increase in power was associated with a 0.411 standardized unit increase in quality of
life. (The reader should note that this result confirms the Pearson result from Research Question
1.) The association was statistically significant at the 0.1 level of significance, which suggests
that the probability that the observed association was merely due to chance is less than 1 in 1000.
The r-square, or explained-variance value of 0.169 suggests that roughly 17% of the variance in
quality of life was explained by power. (The remaining 83% of variance are in the model’s error
term.) This value was reasonably high, particularly considering the study design (i.e., crosssectional) and bivariate model specification.

Table 10: Bivariate Regression: Bivariate Regression: Association between Quality of Life and
Power (n=100)
Variable

Parameter
Estimate

Standard Error

T Value

Pr > |t|

Intercept

3.017

0.653

4.62

<.001
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Power Total
Score

0.411

0.091

4.46

<.001

R2 = 0.169

The uncontrolled effect of self-health patterning on quality of life (see Table 11) was
nearly identical to that of power. The association was positive, of similar magnitude (estimated
coefficient = .403, SE = .092, p < .001), and statistically significant at the 0.1 level. (The reader
should note that this result confirms the Pearson result from Research Question 1.) Explained
variance (r-square = .162) was, moreover, remarkably similar to that produced in the power
model.

Table 11: Bivariate Regression: Association between Quality of Life and Self-Health Patterning
(n=100)
Parameter
Variable
Standard Error
T Value
Pr > |t|
Estimate
Intercept

3.883

0.473

8.21

<.001

Self-Health
Patterning

0.403

0.092

4.35

<.001

R2 = 0.162
Research Question 3
Research Question 3 investigated whether quality of life is affected by power in the
presence of self-health patterning and vice versa. In statistical language, this multivariable model
specification assessed the independent effect of power on quality of life while “controlling for”
the influence of self-health patterning, and the independent effect of self-health patterning on
quality of life while “controlling for” power. The results (see Table 12) suggested that both
power (beta = .283, SE = .102, p = .007) and self-health patterning (beta = .268, SE = .102, p =
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.010) were independently associated with higher quality of life. Quite expectedly, the estimated
coefficients on both variables were attenuated by roughly 30% from the bivariate models. Betacoefficients, both statistically significant at the 5% level, were reduced from ~.41 to ~.28 and
from ~.40 to ~.26 for power and self-health patterning, respectively. The modest r-square
increase in the multivariable model suggested that the independent variables at least partly
explain the same variance in quality of life.
Table 12: Multivariate Regression: Association between Quality of Life and Power and Self
Health Patterning (n=100)
Parameter Standard
Variable
T Value
Pr > |t|
Estimate Error
Intercept

2.572

0.657

3.92

<.001

Power Total Score

0.283

0.102

2.78

0.007

Self Health Patterning

0.268

0.102

2.63

0.010

R2 = 0.224

Research Question 3 also addressed the potential impact of other variables on the
association between quality of life and power and self-health patterning. In a separate,
multivariable specification, a set of demographic and chronic disease variables was added to the
multivariable model that contained the two key independent variables (i.e., power and self-health
patterning). The set of additional controls was selected based on their bivariate relationship (p <
.05 employed as inclusion criterion) to quality of life (results not presented). The findings from
the fully adjusted multivariable model (see Table 13) indicated that power and self-health
patterning were robust to the inclusion of other significant covariates. In other words, both power
(beta = .230, SE = .100, p = .007) and self-health patterning (beta = .241, SE = .088, p = .010)
remained associated with higher quality of life after controlling for variables that independently

54

explained significant variation in quality of life. Among the additional controls, age,
asthma/COPD and high school graduate/GED remained significant in the multivariable model
and were in the expected direction. Age and asthma were negatively associated with quality of
life, whereas high school graduate/GED (compared to <12 years without GED) was positively
associated with quality of life. The r-square of .519 suggests that roughly 30% additional
variance in quality of life was explained by the set of covariates.

Table 13: Multivariate Regression: Association between Quality of Life and Power and Self
Health Patterning with covariates (n=100)
Parameter
Standard
Variable
T Value
Pr > |t|
Estimate
Error
Intercept

5.105

1.242

4.11

<.001

Power Total Score

0.230

0.088

2.31

0.023

Self Health Patterning

0.241

0.102

2.72

0.010

Age in years

-0.027

0.013

-2.10

0.039

High BP

-0.096

0.194

-0.49

0.623

Asthma or COPD

-0.882

0.186

-4.73

<.001

Number of chronic illnesses

0.024

0.093

0.26

0.796

Black racea

-0.389

0.224

-1.74

0.856

High School Graduate / GEDb

0.767

0.226

3.40

.001

Bachelor’s Degreeb

0.292

0.281

1.04

.303

Master’s Degreeb

0.358

0.217

1.66

.101

R2 = 0.519 aComparison is Caucasian. bComparison is <12 yrs without GED.
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Multicollinearity among explanatory variables in the multivariate models was
investigated by generating variance inflation factors / tolerance statistics. All VIFs were under
two, suggesting very low potential for problems associated with multicollinear relationships.

Research Questions 4 & 5
Research Questions 4 and 5 addressed the interaction of power and self-health patterning
in explaining variation in quality of life. They evaluated effect modification, that is, whether the
impact of power on quality of life differed by participants’ levels of self-health patterning
(Question 4), and whether the impact of self-health patterning on quality of life differed by
participants’ levels of power (Question 5). To answer these questions quantitatively, some
measure of the intersection of self-health patterning and power had to be created. One option was
to maintain the variables’ distributions, and interact them in a multiplicative fashion; an
alternative was to disaggregate them in some other way, in which case categorical strata result.
Interaction of the continuous independent variables has advantages, chief among which is
that it eschews the alternative method’s artificial imposition of a threshold, or cut-off point,
which distinguishes values according to some quasi-norm (e.g., “high” or “low”) when no such
clinical meaning exists. (An arbitrary cut-off point treats observations with values approaching
the threshold, e.g., “high” or “low,” as distinct from one another, when these values may be so
similar as to be indistinguishable from a distributional perspective.) The disadvantage of the
multiplicative interaction is that it evaluates the average of the effect modification across the
distribution of the two variables, so that segments of the variables’ distribution where effect
modification exists are obfuscated. The primary benefit of categorical stratification is its ease of
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interpretation, as the concept of model estimation within clinically or otherwise-defined sample
strata is intuitive.
The approach taken for this aim was categorical stratification, where the distributions of
self-health patterning and power were divided into “high” and “low” strata at the sample median.
The median was selected as the threshold for practical purposes: it left 50 observations in each
stratum, maximizing degrees of freedom for the stratified analysis. The readers should note that
there is not sufficient power to add control variables to the stratified model specifications.
Tables 14 and 15 contain the results of stratified bivariate regression models of the
association between quality of life and power. The results in Table 14 describe the relationship
within the 50 observations whose self-health patterning was above the median (i.e., high), and in
Table 15 whose self-health patterning was below the median (i.e., low). The results indicated that
among participants whose self-health patterning was high, there was no association between
quality of life and power (beta = .180, SE = .154, p = .247); however, among participants whose
self-health patterning was low, a significant positive effect was detected (beta = .313, SE = .136,
p = .025). This association likely drove the effect for the total sample (reported in Table 8,
above). In this case, one concludes that self-health patterning modifies the effect of power on
quality of life.
Table 14: Bivariate Regression: Association between Quality of Life and Power among
Participants with Self-Health Patterning above the Median (n = 50)
Parameter
Standard
Variable
T Value
Pr > |t|
Estimate
Error
Intercept

4.981

1.155

4.31

<.001

Power Total Score

0.180

0.154

1.170

0.2474

R2 = 0.028
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Table 15: Bivariate Regression: Association between Quality of Life and Power among
Participants with Self-Health Patterning below the Median (n = 50)
Parameter
Variable
Standard Error T Value
Pr > |t|
Estimate
Intercept

3.418

0.898

3.810

<.001

Power Total Score

0.313

0.136

2.320

0.025

R2 = 0.101

Tables 16 and 17 contain the results of stratified bivariate regression models of the
association between quality of life and self-health patterning. Equivalent to the pattern in the
previous two models, the results in Table 16 describe the relationship within the 50 observations
whose power was above the median (i.e., high), and in Table 17, whose power was below the
median (i.e., low). The results indicated that in both strata (i.e., among participants whose power
was high and low), there was a significant positive association between quality of life and selfhealth patterning (high power: beta = .358, SE = .155, p = .026; low power: beta = .358, SE =
.134, p = .010). In this case, power does not modify the effect of self-health patterning on quality
of life.
Table 16: Bivariate Regression: Association between Quality of Life and Self-Health Patterning
among Participants with Power above the Median (n = 50)
Parameter
Standard
Variable
T Value
Pr > |t|
Estimate
Error
Intercept

4.218

0.849

4.970

<.001

Self Health Patterning

0.358

0.155

2.300

0.026

R2 = 0.099
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Table 17: Bivariate Regression: Association between Quality of Life and Self-Health Patterning
among Participants with Power below the Median (n = 50)
Parameter
Standard
Variable
T Value
Pr > |t|
Estimate
Error
Intercept

3.993

0.636

6.270

<.001

Self Health Patterning

0.358

0.134

2.670

0.010

R2 = 0.129
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Chapter V
Discussion
As of 2012, eighty percent of all adults were living with one or more chronic illnesses,
which often pose health challenges and QOL issues (Ward, Schiller, & Goodman, 2014). Thus,
it is necessary to better understand the factors associated with QOL among individuals with
chronic illnesses. Previous studies pertaining to QOL have shown that participants in healthpromoting activities sometimes experience a positive transformation related to QOL (Loh,
Packer, Chinna, & Quek, 2013; Smith, Cho, Salazar, & Ory, 2012). However, older adults do
not necessarily experience the same transformation as younger people when engaging in similar
health-promoting activities (Chodosh et al., 2005; Welch et al., 2014). Furthermore, these
patients experience a lower QOL than their younger counterparts (Grady et al., 2014; Huss et al.,
2001; Newman, Steed, & Mulligan, 2004; Ory et al., 2014; Zahran, Person, Bailey, & Moorman,
2012). These discrepancies represent important gaps in the literature that must be filled through
further investigation of the factors associated with QOL in older adults with chronic illnesses.
One factor of interest is power, which Barrett (2010, 2015) defines as knowing
participation in change. One example relevant to this study is engagement in health-promoting
behavior. A previous study demonstrated that power is significantly and positively associated
with QOL among breast cancer survivors and individuals living with chronic illnesses, such as
heart disease (Ackerman, 2006; Farren, 2010). A separate study conducted by Baptist and
colleagues (2010) found that older adults with chronic illness identified specific domains that
influence health-promoting activities, including a desire for independence, an availability of
choices, and a lack of participation in education. All of the domains mentioned in the latter
article are directly related to the dimensions of power described in Barrett’s Power Theory:
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namely, awareness, choices, freedom to act intentionally, and involvement in creating change
(Barrett, 1983, 2010). Related to the above results, Baptist (2010) and Stiffler and colleagues
(2014) determined that patients are seeking power to positively transform their QOL and that
power is an important variable to consider when studying older adults with chronic illness.
These findings are supported by those of additional research showing that older adults
with chronic illnesses seek engagement in processes designed to enhance their QOL. These
results contrast with those of investigations exploring concepts such as self-management and
self-care for health promotion (Lorig & Holman, 2003; Udlis, 2011), which have been
extensively studied in older adults (Lorig, Ritter, Ory & Whitelaw, 2013; Nolte & Osborne,
2013) and may be the subject of investigations in which they are examined using a less linear
and less adherence-based perspective (Lorig & Holman, 2003; Udlis, 2011; Welch et al., 2014).
Rogers’ SUHB, which focuses on wholeness and the uniqueness of people (Rogers, 1970,
1992), was used to drive a concept analysis of self-health patterning and embraces the unitary
nature of human beings and reflects their personal engagement in patterning their environment to
ensure their well-being (Alligood & Fawcett, 2004; Ditewig, Blok, Havers, & van Veenendaal,
2010; Larkin, 2007; Udlis, 2011). Self-health patterning has been investigated in older adults
with chronic illnesses, and such investigations uncovered that self-health patterning is a personcentered phenomenon that embraces the unique needs and preferences of older adults.
There appears to be a relationship among QOL, power, and self-health patterning, as Kim
and colleagues (2008) discovered. Well-being can be amplified by enhancing power; however,
this relationship has not been explored in older adults with chronic illness. The investigation of
concepts such as power, self-health patterning and QOL in older adults with chronic illness may
provide nurses with knowledge to better inform their practice. Previous studies have indicated
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that research providing a new understanding of human beings and the world in which they live is
vital to nursing science (Rogers, 1970). Moreover, these studies showed that advancements in
nursing science require the development of nursing-based frameworks and theories, as well as
gaining a better understanding of older adults with chronic illness by examining the relationships
among concepts facilitates ongoing theory development (Barrett, 2017). Thus, this study
endeavored to answer the following questions as a means of further developing theoretical
frameworks with which nursing practice may be guided:
1: What are the relations among power, self-health patterning, and QOL in older adults
with chronic illness?
2. Do power and self-health patterning contribute to an explanation of the variance of
QOL in older adults with chronic illness?
3. In older adults with chronic illness, do power and self-health patterning together
contribute to the explanation of QOL?
4. In older adults with chronic illness, does power change the relation between self-health
patterning and QOL?
5. In older adults with chronic illness, does self-health patterning change the relation
between power and QOL?
With regard to the relationships among QOL, power and self-health patterning, the results
of the aforementioned analysis showed that the two-way correlations among the three variables
were statistically significant. Additionally, the analysis demonstrated that power and self-health
patterning had similar correlations with QOL, suggesting that these variables explain some of the
same variances in QOL.
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The question of whether power and self-health patterning explain variances in QOL was
then further addressed with two separate analyses, whose results indicated that an increase in
power was significantly associated with a corresponding increase in QOL and that power
explained approximately seventeen percent of the variances in QOL. Furthermore, these
analyses showed that the effect of self-health patterning on QOL was significant and virtually
identical to that of power, supporting the results of the analyses designed to answer Research
Question 1.
Research Question 3 investigated whether QOL is affected by the combination of power
and self-health patterning. The results of the abovementioned analyses demonstrated that both
power and self-health patterning were independently associated with higher QOL. This supports
the results of the analyses performed to address Research Question 2. In addition, these
associations remained strong in the presence of additional independent variables, namely, age,
asthma/COPD and high school graduate/GED. In terms of the associations between these
additional variables and QOL, high school graduate/GED was positively associated with higher
QOL, while age and asthma/COPD were negatively associated with higher QOL. These findings
were consistent with those of previous studies showing that asthma/COPD (Dunn, Busse, &
Wechsler, 2018; Hanania, 2011) and increasing age (Urbstonaitis, Deshpande, & Arnold, 2019)
have negative effects on QOL.
Research Questions 4 and 5 addressed the interactions between power and self-health
patterning and explored whether these interactions could explain variances in QOL—that is,
whether the impact of power on QOL differed according to participants’ levels of self-health
patterning (Question 4) and whether the impact of self-health patterning on QOL differed
according to participants’ levels of power (Question 5). The analyses showed that there was no
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relationship between power and QOL among participants whose self-health patterning levels
were high; however, these same analyses indicated that power was positively associated with
QOL among individuals whose self-patterning levels were lower. In contrast, evaluation of the
relationship between self-health patterning and QOL showed that the two variables were
positively associated with each other regardless of participants’ power levels, suggesting that
power does not modify the relationship between self-health patterning and QOL.
As stated above, previous studies have demonstrated that patients use power to improve
their QOL (Baptist, 2010; Stiffler, 2014) and pattern their environments in a way that ensures
their well-being (Alligood & Fawcett, 2004; Ditewig, Blok, Havers, & van Veenendaal, 2010;
Larkin, 2007; Udlis, 2011). The results of the analyses for Questions 1-3 appear to support these
findings, as they indicated that power, self-health patterning, and QOL were significantly
correlated with one another, and that both power and self-health patterning were independently
associated with higher QOL. Moreover, as individuals’ education levels would undoubtedly
affect their ability to shape their environments to suit their unique needs, it is unsurprising that
high school graduate/GED was positively associated with higher QOL.
However, the results of the analyses addressing Questions 4 and 5 showed that while the
relationship between self-health patterning and QOL was not affected by patients’ power levels,
the relationship between power and QOL was negated among individuals with high selfpatterning levels (but not among individuals with low self-patterning levels). These findings
suggest that a patients’ environments and ability to pattern it have a greater impact on QOL than
their participation in change, except perhaps in cases in which their participation in change
enables them to pattern an environment facilitating improvements in his/her QOL.

64

The majority of adults over the age of sixty-five, whose number is expected to double by
2030 (CDC, 2011), have at least one chronic illness. This chronic illness is associated with poor
health, disability, and increased health care expenditures (Bauer, Briss, Goodman, & Bowman,
2014; CDC, 2011; Prince et al., 2015). Thus, the findings of this study, in particular, the findings
related to Questions 4 and 5, have important implications for nursing practice.
Perhaps the most important of these implications is the idea that patients’ ability to
pattern the environment to suit their needs has a greater influence on their QOL than the ability
to participate in change, of which one example is engagement in health-promoting behavior.
This finding indicates that other factors beyond those affecting patients’ physical health may
determine QOL in both the short- and long-term. This is consistent with those of an integrative
review examining studies of QOL and its influencing factors among older adults, which found
that a variety of needs often exceeded the singular need for physiological health (Sullivan &
Asselin, 2013). Taken together, these results suggest that nurses should focus on providing care
that addresses not only patients’ clinical diagnoses, but also any factors on which their ability to
pattern an optimal environment for themselves. In other words, patient care should follow an
approach that fits with the “wholeness” ideas originally explored by Rogers (1970, 1992).
Limitations
This study had several limitations that may curtail the generalizability and usefulness of
its results. The first of these was a small patient sample (100 patients), and the second was the
inclusion of only patients living in the New York City metropolitan area. Additionally, although
the investigator collected numerous data pertaining to patients’ employment status, income level,
marital status and comorbidities, no data were collected regarding whether the patients’ lived in
homes or apartments as opposed to nursing or assisted-living facilities. Given the importance of
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patients’ environments for QOL, future studies should collect data regarding patients’ living
situations and housing arrangements, as well as observe patients over a prolonged period of time
to better understand how self-health patterning affects QOL.
An important confounder that may have affected the study results involved participants’
responses regarding their education level. During pre-study screening, all participants indicated
that they had, at minimum, graduated from high school or obtained their GED. However, during
the study itself, seven participants indicated that they had not graduated from high school or
obtained their GED. The data obtained by this study show that education level is positively
associated with a higher QOL; however, it is unclear whether the absence of an education itself
negatively impacts QOL. Thus, future investigations may wish to further examine the effect of
education on patient self-health patterning and to elucidate the interactions between education
level, income level, living arrangements, and co-morbidities to determine how these variables
influence QOL in older adults with chronic illness.
Conclusions
The overwhelming majority of older adults suffer from at least one chronic illness, and
the overall number of adults affected by such maladies is expected to double within the next
decade. Chronic diseases adversely influence QOL, thereby imposing a tremendous burden not
only on those they afflict, but also on those responsible for their care. Thus, it is imperative that
nurses understand how the modification of factors influencing QOL, such as power and selfhealth patterning, enhances the care of their patients and improves nursing practice. This study
demonstrated that power, self-health patterning, and QOL are related to one another and that
both power and self-health patterning are associated with improved QOL. However, the latter of
the two independent variables appears to have a greater effect on QOL than the former. This
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suggests that nurses should provide care enabling patients to pattern the best possible
environments, i.e., environments that best suit their individual needs, to increase their QOL both
in the immediate future and in the long term.
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Appendix A
Conceptual-theoretical-empirical (CTE) structure for the study

Rogers’ Science of Unitary Human Beings
Pattern Manifestations

Power

Self-Health Patterning

Quality of Life

Barrett’s Power Theory

Self-Health Patterning

Ferrans conceptual model of
Quality of Life

Awareness

Health & Functioning

Choices

Psychological / Spiritual

Freedom to act with intention

Social & Economic

Involvement in creating
change

PKPCT VII

Family

Self-Health Patterning Visual

Ferrans & Powers Quality of

Analog Scale

Life Index (General Version

SHP-VAS

III (QLI-GV)
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Appendix B
Demographic Data Form
Please circle of specify your responses. The information completed here will be kept
confidential and is important to the study. You should not write your name on the form.
1. Age ______
2. Sex
A. Male
B. Female
3. Marital Status
A. Single- Never Married
B. Married
C. Divorced
D. Separated
E. Widowed
4. Racial or Ethnic Identity
A. American Indian / Alaskan
B. Asian / Pacific Islander
C. African American
D. Hispanic
E. Caucasian
F. Other _______________________________
5. Highest level of education completed
A. Less than 12 years of education without a GED
B. High School Graduate or GED
C. Vocational School
D. Associate Degree
E. Bachelor’s Degree
F. Master’s Degree
G. Doctoral Degree
H. Other _____________________________________
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6. Circle or specify any chronic disease or health conditions you are diagnosed with (Circle all
that apply):
Hypertension

Coronary heart disease

Cancer

Stroke

Arthritis

Weak or failing kidneys

Diabetes

Hepatitis
Asthma; or COPD

Other health problems: _____________________________

________________________

7. What is your current employment status?
A. Unemployed
B. Homemaker
C. Employed Part Time (Less than 30 hours)
D. Employed Full Time (At least 30 hours)
E. Retired
F. Other: ____________________________

8. What is your approximate household income?
A. Less than $30,000
B. Between $30,001- $50,000
C. Between $50,001 – $75,000
D. Between $75,001 - $100,00
E. Between $100,001 - $125,000
F. Above $125,000
9. Have you been hospitalized in the last month? Yes / No
10. Are you experiencing, or are you currently diagnosed with severe depression or mental
illness? Yes / no
11. Did you need assistance filling out portions of this packet? Yes / No
11. What is your primary language? _____________________
12. What is your preferred language?______________________
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Appendix C
Power as Knowing Participation and Change Tool (PKPCT) Version II and written permission to
use instrument

71

72

73

Dear Phillip,
I remember so well our discussions at SRS and brainstorming about
“self-health patterning.” So glad to see that you are using that concept.
And, of course, I remember several earlier times of our discussions.
This letter shall serve as permission to use the PKPCT, Version II in your
dissertation. Attached you will see the most recent version and scoring
guide.
Best wishes for success in your study and your continuing contribution to
nursing science.
Elizabeth Ann Manhart Barrett, PhD; RN; FAAN
On 2/6/15, 4:58 PM, "Philip Gimber" <pgimber@lagcc.cuny.edu> wrote:
>Dear Dr. Barrett,
>
>I am writing to request permission to use your power instrument in my
>doctoral research. I am a student at the CUNY Graduate Center. I am
>studying the relations between quality of life, power and self-health
>patterning among older adults with chronic illness. Arlene Farren is my
>dissertation chair.
>
>We met most recently at the Rogerian Conference and you had given me some
>great ideas which have helped me move forward. If permission is granted
>could you please send the most recent version of the tool and any other
>related material to use the instrument. Looking forward to your response!
>
>Best,
>
>Philip Gimber
>
>
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Appendix D
Self-Health Patterning Visual Analog Scale (SHP-VAS)

Considering your day-to-day life and what is important to you, please indicate with
an x on the line below to describe how you are engaged in promoting your own health and
well-being.

I do things that promote my health and well-being

I do things that are not at all healthful

When printed the line = 100mm.
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Appendix E
Ferrans and Powers Quality of Life Index – Generic Version (QLI-GV) and written permission
to use instrument

Ferrans and Powers
QUALITY OF LIFE INDEX©
GENERIC VERSION - III

Very Satisfied

Moderately Satisfied

Slightly Satisfied

Slightly Dissatisfied

Moderately Dissatisfied

HOW SATISFIED ARE YOU WITH:

Very Dissatisfied

PART 1. For each of the following, please choose the answer that best describes how satisfied you are with that
area of your life. Please mark your answer by circling the number. There are no right or wrong answers.

_________________________________________ ___________________________________________
1. Your health?
1
2
3
4
5
6
____________________________________________________________________________________
1
2
3
4
5
6
2. Your health care?
____________________ ________________________________________________________________
1
2
3
4
5
6
3. The amount of pain that you have?
______________________________________________ _______________________________________
1
2
3
4
5
6
4. The amount of energy you have for everyday activities?
_____________________________________________________________________________________
5. Your ability to take care of yourself without help?
1
2
3
4
5
6
________________________ _____________________________________________________________
6. The amount of control you have over your life?
1
2
3
4
5
6
_______________________________________________________________ _____________________
7. Your chances of living as long as you would like?
1
2
3
4
5
6
_____________________________________________________________________________________
1
2
3
4
5
6
8. Your family’s health?
__________________________________ ___________________________________________________
1
2
3
4
5
6
9. Your children?
__________________________________________________________________ ___________________
1
2
3
4
5
6
10. Your family’s happiness?
_____________________________________________________________________________________
11. Your sex life?
1
2
3
4
5
6
____________________________________________ _________________________________________
12. Your spouse, lover, or partner?
1
2
3
4
5
6
_____________________________________________________________________________________
13. Your friends?
1
2
3
4
5
6
______________________ _______________________________________________________________
14. The emotional support you get from your family?
1
2
3
4
5
6
______________________________________________________ _______________________________
15. The emotional support you get from people other
than your family?
1
2
3
4
5
6
_________________________________ ___________________________________________________
(Please Go To Next Page)
© Copyright 1984 & 1998 Carol Estwing Ferrans and Marjorie J. Powers

Page 1
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Dear Mr. Gimber,
Thank you for your email. I'm pleased to grant you permission to use the Quality of Life Index as
described in your email below. There is no charge for this permission. Copies of the instrument and
supporting information can be found on our website at www.uic.edu/orgs/qli.
I wish you all success with your work.
Sincerely,
Carol Estwing Ferrans, PhD, RN, FAAN
Professor and Associate Dean for Research;
Director, UIC Center of Excellence in Eliminating Health Disparities;
University of Illinois at Chicago
College of Nursing (M/C 802)
845 S. Damen Avenue (Room 606)
Chicago, IL 60612
Phone 312.996.8445
Fax 312.996.4979
-----Original Message----From: Philip Gimber [mailto:pgimber@lagcc.cuny.edu]
Sent: Saturday, March 14, 2015 6:16 PM
To: Ferrans, Carol J
Subject: Quality of Life Index Request
Dear Dr. Ferrans,
I would like to request use of the Quality of Life Index - Generic Version in my doctoral research. I am a
PhD doctoral student at the City University of New York, Graduate Center. I will be studying the
relations of quality of life, power, and self-health patterning among older adults with chronic illness. I
would of course be happy to share any data or information requested upon completion of the research.
Best,
Philip Gimber
Philip Gimber MS NP RN
Chair, Health Sciences Department
LaGuardia Community College
31-10 Thomson Avenue, E 300Y
Long Island City, NY 11101
718-482-5745
pgimber@lagcc.cuny.edu
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